Isolated obstruction (mainly due to thrombosis) of the splenic vein usually results in left-sided portal hypertension and isolated fundal varice formation. This syndrome is a rare cause of gastrointestinal bleeding. Pancreatic diseases are among the most common etiologies of splenic vein obstruction. Renal disorders are rarely reported as a cause of splenic vein thrombosis. In the present article, a case of a 26-year-old woman with a perirenal abscess presenting with gastrointestinal bleeding as a complication of an isolated splenic vein thrombosis is described. The thrombosis could not be visualized with ultrasonography and angiography because of its extremely proximal localization. Fundal varices disappeared following splenectomy and nephrectomy. Follow-up at one year revealed the patient to be well both clinically and endoscopically. I solated splenic vein thrombosis (SVT) is a rare clinical syndrome that may lead to bleeding from isolated gastric varices. Pancreatic disease is the most common etiology (1) and renal diseases including cyst and renal cell carcinoma have been described rarely (2,3).
Isolated obstruction (mainly due to thrombosis) of the splenic vein usually results in left-sided portal hypertension and isolated fundal varice formation. This syndrome is a rare cause of gastrointestinal bleeding. Pancreatic diseases are among the most common etiologies of splenic vein obstruction. Renal disorders are rarely reported as a cause of splenic vein thrombosis. In the present article, a case of a 26-year-old woman with a perirenal abscess presenting with gastrointestinal bleeding as a complication of an isolated splenic vein thrombosis is described. The thrombosis could not be visualized with ultrasonography and angiography because of its extremely proximal localization. Fundal varices disappeared following splenectomy and nephrectomy. Follow-up at one year revealed the patient to be well both clinically and endoscopically. I solated splenic vein thrombosis (SVT) is a rare clinical syndrome that may lead to bleeding from isolated gastric varices. Pancreatic disease is the most common etiology (1) and renal diseases including cyst and renal cell carcinoma have been described rarely (2, 3) .
SVT should be considered in the presence of gastrointestinal bleeding when there is normal liver function and unexplained splenomegaly. It may be difficult to diagnose this entity endoscopically or radiologically (4) . Extremely proximal occlusions may only be diagnosed intraoperatively.
Isolated SVT is one of the rare curable syndromes causing portal hypertension. While splenectomy is the choice of treatment for cases complicated by variceal bleeding, there is no consensus in the treatment of asymptomatic patients (5) .
We present a patient with a perirenal abscess complicated by upper gastrointestinal bleeding from gastric varices secondary to isolated SVT. To our knowledge, this is the first reported case of a renal abscess as the cause of left-sided portal hypertension.
CASE PRESENTATION
A 26-year-old woman was referred to our hospital for upper gastrointestinal bleeding. She had a 10-day history of fever, left flank pain and dyspnea. She was first seen in a chest disease hospital and left-sided transudative pleural effusion was detected. At the second day of hospitalization she had hematemesis for which she was referred to our clinic. Physical examination demonstrated decreased breath sounds over the lower part of the left lung. She had a moderate splenomegaly on palpation. Her hemoglobin level was 81 g/L, hematocrit was 24.7%, mean corpuscular volume was 81 fL, white blood cell count was 14.7×10 9 /L and platelet count was 293×10 9 /L. Peripheral smear disclosed neutrophilia (84% of the white blood cell count). Erythrocyte sedimentation rate was 122 mm/h. Biochemical tests (including liver enzymes) were normal except for a mild hypoalbuminemia. Left-sided pleural effusion was seen on chest radiography. Abdominal ultrasonography revealed splenomegaly, collaterals around the spleen, a heterogenous left kidney and a perirenal lesion that was considered to be an abscess formation. Computerized tomography showed splenomegaly and splenic infarct, varices around the fundus of the stomach and an approximately 5×5 cm diameter, well-demarcated abscess formation in close proximity to the upper pole of left kidney (Figure 1 ). An upper gastrointestinal endoscopy revealed gastric varices and a normal esophagus. Selective intra-arterial digital splenic angiography was performed, showing a patent splenic and portal vein. A drainage tube was inserted to the perirenal abscess. Culture of the drainage fluid isolated Enterococcus faecalis, and appropriate antibiotic treatment was started. With these findings, a diagnosis of splenic vein thrombosis secondary to renal abscess was reached, and a splenectomy was performed. The spleen was seen as large and congested intraoperatively. Short gastric veins were ligated. Left nephrectomy was also performed at the same time. The kidney was atrophic and contained multiple stones. Histopathological examination of the spleen revealed coagulation necrosis (Figure 2) . The patient had no problem during postoperative follow-up and repeated endoscopy revealed the disappearance of the fundal varices.
DISCUSSION
Isolated obstruction (in most cases thrombosis) of the splenic vein causes left-sided portal hypertension. The majority of SVTs are the result of pancreatic pathologies, including acute and chronic pancreatitis, pancreatic pseudocyst, pancreatic tumour and abscesses (6) . Other reported causes are traumas, umbilical vein catheterizations, lymphomas and sarcomas, retroperitoneal fibrosis, gastric surgeries, splenic artery aneurysms, myeloproliferative diseases and hereditary thrombocythemia (7). Although very rare, association of SVT and renal diseases including renal cell carcinomas and benign renal cysts have also been described in the literature (2, 3) . One study reported an association of retroperitoneal tuberculous abscess and isolated SVT (8). Takeuchi et al (9) described a case of splenic vein occlusion due to tuberculous adenitis. To our knowledge, this is the first case of an association of renal abscess due to nephrolithiasis, secondary SVT and gastric variceal bleeding reported in English literature.
The mechanism of SVT in our patient appears to be secondary to the involvement of the splenic vein by the inflammatory process of a perirenal abscess. Pleural effusion was thought to be secondary to same-sided severe inflammation. SVT as the cause of left-sided pleural effusion, has been reported before (10) . The mechanism of effusion formation in our patient may be due to the direct compression of posterior lymphatics by the perirenal abscess and filtration of abdominal fluid into pleura secondary to increased permeability caused by inflammation.
Gastrointestinal bleeding associated with SVT is due to varices that usually develop in short gastric and left gastroepiploic veins. Esophageal varices are less common than fundal varices because of blood drainage via the coronary vein.
The diagnosis of isolated SVT should be considered in any patient who presents with esophageal and/or fundal varices and normal liver function. It may be difficult to diagnose SVT (4). Even with angiography, the thrombosed splenic vein may be visualized as patent. SVT may not result in varice formation and it may be difficult to diagnose gastric varices either endoscopically or radiologically. The present case was unusual in that the splenic vein obstruction was quite proximal; therefore, the splenic vein was visualized as patent in ultrasound and angiography.
Splenectomy is the procedure of choice in the management of hemorrhage due to SVT. In selected cases, splenic arterial embolization may be tried (11) . As yet, there are no verified data regarding the advantages of splenectomy in asymptomatic patients (5) .
In conclusion, perirenal abscess may lead to isolated SVT and, ultimately, fundal varice formation. A diagnosis of SVT should be considered in patients presenting with normal liver functions and upper gastrointestinal bleeding due to gastric varices. The diagnosis may not be easy even with selective intra-arterial digital splenic angiography, which is accepted as the gold standard diagnostic test. 
